
 

	

	 	 	

	 	 	

 
		 	
	 		
	 		
	 	

	

East Hawaii IPA
670 Ponahawai St., Suite 117
Hilo, Hawaii 96720 

REGISTRATION DEADLINE:  Friday, July 19, 2019 (Hotel Group Rate Deadline: July 15, 2019)
Space is limited, first come first served. NO REFUNDS AFTER REGISTRATION DEADLINE.
Hotel direct: 808-885-2000; Toll free global: 800-441-1414
Group name: East Hawaii IPA Symposium

QUESTIONS?
Please contact Joyce Vitales at:
jvitales@ehiipa.com
Direct Line: 808-797-3113
Fax: 808-935-4472
Website: www.ehiipa.com

 
                  
  

 

   

  

 

 
 
 
 

 

 
                  
  

 

   

  

 

  
 
 
 

 
                  
  

 

   

  

 

   
 
 
 

 
                  
  

 

   

  

 

   
 
 
 

Please mail payment to:

(Please make checks payable to: East Hawaii IPA)
PAYMENT ENCLOSED:

Students (Must have current ID)-per day $50.00
East Hawaii IPA Members $75.00
In-State Hawaii Participants $275.00
General Participants (Outside of Hawaii) $525.00 eCW User Group Participant $150.00

REGISTRATION FEES: (Please check)

Email:

Phone number (W): (C): Fax:

Address: City: State: Zip:

Company:
(as you want seen on your name tag)
Name: Position:

REGISTRATION FORM

AUGUST 16, 17 & 18, 2019   |   FAIRMONT ORCHID HOTEL   |   KOHAL A COAST   |   HAWAI‘I  ISL AND   |   HAWAI‘I

Advancing Care for Patients, Providers, and Communities
H e a l t h c a r e S y m p o s i u m
23R D  A N N U A L

hours.
Credentialing Center's Commission on Accreditation. This program is designated for CNE to receive up to 11.75 contact 
This continuing nursing education activity was approved by APHA/PHN, an accredited approver by the American Nurses 
Physicians should claim only the credit commensurate with the extent of their participation in the activity.
reviewed and is acceptable for up to 11. 75 Prescribed credit(s) by the American Academy of Family Physicians. 
This Live activity, Advancing Care for Patients, Providers and Commnities, with a beginning date of 08/16/2019, has been 
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